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Reply 
To the Editor 
We appreciate the interest and thoughtful comments of our colleagues regarding our study on 
acute kidney injury (AKI) [1] and we are glad to provide more details and thoughts.  AKI definition 
followed the indications of the Acute Kidney Injury Network [2], where a postoperative twofold 
creatinine increase or a urine output less than <0.5 ml/kg/12 hours means kidney injury. 
Moreover, as our patients were somehow low-risk (92.5% elective surgeries, 6.6% redos, average 
serum creatinine 1.06 mg/dL), only very few (13/3219, 0.4%) required intraoperative 
hemofiltration.  Moreover, it is well known that preoperative anemia is a major predictor of 
unfavorable ouctomes and of need of blood transfusion in these patients population [3]. We were 
unable to assess the role of preoperative hemoglobin level on the occurrence of AKI and on the 
need of blood transfusions in our patients because this variable had more than 4% of missing data 
and was for this reason excluded from analysis, as logistic regression requires complete patient 
data for each case. However, the fact that all multivariate models including intraoperative 
variables retained the number of units of red blood cells that were transfused during surgery as an 
independent predictor of AKI is an indirect demonstration that even in our patient population 
preoperative anemia is detrimental for  patients. Finally we chose not to study off-pump patients 
for the following reasons: 1) they were limited in number (330 patients, less than 10% of our 
coronary bypass patient population) and this would have preclude to obtain robust AKI predictors 
at multivariable models; 2) one of the major aims of our study was to assess the role of CPB and of 
CPB-related variables on AKI occurrence, and patients operated off-pump could not be obviously 
included. As the role of on- and off-pump coronary bypass surgery in perioperative AKI occurrence 
is still uncertain [4,5], further studies are eagerly waited to clarify this point.  
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